A case of hypoglossal nerve neuropraxia following elective drainage of bilateral chronic subdural haematomas is described. We postulate that the cause of neuropraxia was inadvertent extubation of the trachea with the cuff inflated, leading to compression and stretch of the nerve against the greater horn of the hyoid bone. The literature on cranial nerve palsies following endotracheal intubation is reviewed.
A number of cranial nerve abnormalities have been reported following endotracheal anaesthesia [1] [2] [3] . Various hypotheses have been proposed: stretching of nerves, compression against the hyoid bone, pressure of the endotracheal tube against the tongue, asymmetrical inflation of the cuff etc. We report a case of hypoglossal neuropraxia following inadvertent extubation of the trachea with the cuff inflated. To our knowledge, this complication has not been reported in the published literature.
CASE HISTORY
A 65-year-old man presented with ongoing headaches and right leg weakness three weeks after a fall at home. A CT head scan revealed bilateral chronic subdural haematomas (CSDHs) over the convexities of the frontal lobes, with the haematoma on the left larger than the right. Preoperatively, aside from mild upper motor neuron weakness of his right leg, the neurological examination was normal. There was no significant past medical or family history.
He underwent elective drainage of the CSDHs under general anaesthesia which was induced using a combination of thiopentone and fentanyl and paralysis was maintained with vecuronium. The trachea was intubated with a size 8.0 cuffed oral armoured endotracheal tube without difficulty. The endotracheal tube was fixed to the side of the face using a large Opsite dressing (Smith & Mewphew, Hull, U.K.). Anaesthesia was maintained with oxygen, nitrous oxide and isoflurane. The operation was carried out in the supine position. The face was covered with an adhesive split sheet drape (Johnson & Johnson). A small craniotomy and washout of the left CSDH and a single burr hole and washout of the right CSDH were performed.
At the end of the operation, he was inadvertently extubated during removal of the drapes as the adhesive used to secure the tracheal tube on the side of the face was also bound to the sticky surface of the adhesive drape. The cuff of the endotracheal tube remained inflated during extubation. There was no evidence of laryngospasm or aspiration of gastric contents. Postoperatively he was transferred to the neurosurgical intensive care unit for overnight observation.
Following admission to the intensive care unit, he was noted to have difficulty chewing and swallowing breakfast, the food becoming stuck in his left cheek. He was dysarthric and on examination, the tongue deviated to the left side on protrusion and he was unable to move it to the left. Detailed neurological examination did not reveal any other neurological abnormalities. An isolated left lower motor neurone hypoglossal nerve palsy was diagnosed. He was observed in the Intensive Care Unit for a further twenty-four hours and as there was no further progression of his neurological symptoms, he was discharged to the ward. Over the next few days, the weakness of the tongue improved and by discharge six days after the operation, movements of his tongue were almost normal. A CT head scan at this time showed minor persistence of the CSDHs but no lesion within the brainstem.
DISCUSSION
A number of cranial nerve anomalies have been described with intubation of the trachea. Bilateral vocal cord paralysis, recurrent laryngeal nerve palsy and lingual nerve injury have been reported following orotracheal intubation [1] [2] [3] . Hypoglossal nerve paralysis has been reported after carotid surgery 4 Recently, a case of hypoglossal nerve paresis secondary to a misplaced laryngeal mask was reported 6 . It was hypothesized that the use of nitrous oxide during anaesthesia led to distension of the laryngeal mask cuff, which then caused compression of the nerve against the greater cornu of the hyoid bone. The hypoglossal nerve in its course in the neck rounds the inferior sternocleidomastoid branch of the occiptal artery and having crossed the internal and external carotid arteries, it crosses the loop of the lingual artery a little above the tip of the greater cornu of the hyoid bone. The anatomical proximity of the hypoglossal nerve to the inflated cuff of a laryngeal mask was elegantly demonstrated in a photograph of a cadaveric dissection by Brain 7 .
The onset and timecourse of the hypoglossal nerve paresis is consistent with a neuropraxia. In our patient it is likely that the inflated endotracheal tube cuff during extubation may have compressed and stretched the nerve against the hyoid bone during extubation. The surgery itself was not related to the hypoglossal palsy since the operative fields were well away from the cortical regions controlling movements of the tongue. Transient ischaemic attack of the vertebrobasilar territory is unlikely to produce an isolated twelfth nerve deficit without other cranial nerve or cerebellar or long-tract signs. As the head was in the neutral position during anaesthesia, we do not believe any positional effects would have been contributory.
This case report, while describing a new complication of traumatic extubation, also serves to highlight that care should be exercised when drapes are removed at the end of an operation.
